(1):1-2 primary care practices should re-evaluate how depression is detected, and consider a robust screening approach, such as the PHQ2. By increasing the number of patients screened, we hope to provide better care for the millions of patients living with depression.
T he USPSTF upgraded its recommendation for screening for depression in primary care in 2016. 1 Previously they had recommended screening when a systematic method of managing depression was available, currently they recommend universal screening. Depression is common in primary care. Major depression is present in up to 10% and minor (subclinical) depression in up to a quarter of patients. 2 Prior to the recommendation for universal screening, only about half of patients with major depression were recognized as depressed by their primary care providers over 5 years of follow-up. 2 While one would hope that this would have improved since the recommendation for universal screening, Samples and colleagues 3 found that only 3% of patients presenting for an initial primary care visit underwent screening for depression, a rate similar to that found in other studies. 4 These authors also found that providers with higher screening rates had nearly double the rate of depression diagnoses during their visits.
This low rate of screening is disappointing. Depression has a significant impact on the quality of lives for patients and their families and the primary portal for the diagnosis and management of depression is primary care. 5 There are a number of potential obstacles to screening for depression, including provider discomfort and lack of systematic management approaches, but an important one is how patients with depression present in primary care. Depressed patients don't tell their providers, BFor the last two weeks, on more than half the days I've been feeling down depressed and hopeless and had a lack of interest in doing things.^If they did, depression would be rarely missed. Instead they present with physical symptoms as a manifestation of depression. In one study of depressed patients presenting to an urgent care clinic, only 1% reported having depressive symptoms. 6 Unfortunately, in that study, no specific symptom was characteristic of having underlying depression. Among patients presenting with physical symptoms, a delay in diagnosing depression as the underlying cause is understandable. For any symptom, the differential is broad and the obligation of providers is to rule out other medical problems first. For example, patients with hypothyroidism will often report feeling depressed; their depressive symptoms will likely respond better to thyroid replacement than to antidepressants. Patients presenting with somatic symptoms merit a careful history, physical examination and focused testing. However, if these don't result in an alternative diagnosis, depression should be high on the list of remaining possibilities. During the initial visit, there are clinical cues that can suggest to their providers that the patient likely has depression. Patients presenting with somatization as a manifestation of depression will usually report a greater number of physical symptoms, that those symptoms are severe and result in significant functional status impairment and that they are under stress. There is a stepwise increase in the likelihood of having depression with the number of these clues that are present. Patients with all 4 have over a 60% likelihood of having depression as the underlying cause of their symptoms. 6, 7 These clues emerge as a natural part of clinical visits. In our practice, when patients present with many of these 4 symptoms, we rule out other potential causes (medications, other medical conditions), but include depression high on our differential and return to this diagnosis if our symptom-focused evaluation is unrevealing.
Even better than relying on clinical clues and diagnostic suspicion would be for practices to initiate universal screening of all patients on an annual basis. An excellent candidate for such screening is the PHQ2, a two-question screen that has been shown reliable and valid 8, 9 and has been adopted by the VA. 10 In the VA, implementation of universal screening more than doubled the rate of depression diagnoses compared to usual care. 11 In the VA, positive screens on the PHQ-2 result in full screening with the PHQ-9. The full instrument has been shown to take less than 5 minutes and can be completed by the patient using either paper-pen surveys or electronically. 12 The PHQ-9 is also useful as it provides an objective measure of the severity of depressive symptoms that can be used to assess response of treatment to therapy.
Despite knowing that depression is common and harmful to our patients, we are still failing to diagnose depression in primary care. Our current methods of detection rely too heavily on clinical judgment from individual providers. The literature demonstrates that universal screening works. Therefore, JGIM FROMTHEE DITOR S DESK '
